T he transition of the physical therapy profession to a doctoring profession entails additional focus on societal-level health. 1, 2 This transition to include more societal focus is evidenced by the American Physical Therapy Association's (APTA) Vision 2020 statement with a focus on "health and wellness in individuals and communities." 3 Subsequently, the APTA adopted an updated vision statement in 2013: "Transforming society by optimizing movement to improve the human experience." 4 In each statement the vision of the profession is to continue to serve individual clients while also seeking to influence health and wellness at the societal level.
In the 2000 Mary McMillan Lecture address, 5 Purtilo suggested that between the genesis of the profession in the 1920s to the present, the physical therapy profession has been in the periods of self-identity and patient-focused identity. Purtilo suggested that the "Period of Social Identity" was beginning to emerge. The APTA had essentially achieved Vision 2020 well before 2020, which had a focus on being doctors of physical therapy and practicing autonomously, when the APTA's House of Delegates (HOD) adopted the new vision for the profession of physical therapy. The new vision reflects physical therapy's maturation from an inward-facing profession to an outward-facing profession moving into a period of social identity that can envision the impact that physical therapy can and must have on individuals, communities, and populations.
Social Responsibility and Altruism are included among the seven core values of professionalism in physical therapy. 6 Social Responsibility and selected Altruism items, however, are less integrated into practice than other core values. Based on self-assessments, the core value of Social Responsibility and 2 sample indicators from Altruism are performed less frequently than other core value behaviors by physical therapists 7 and entry-level physical therapist students. 8, 9 Initial qualitative evidence is consistent with the self-assessment ratings. 10 McGinnis et al 10 report that while individual-level core values such as Integrity, Compassion/Caring, and Accountability were well integrated into practice by physical therapists, performance of Social Responsibility, providing pro-bono services, and serving the underserved were poorly integrated into practice.
Social responsibility, defined in physical therapy as "the promotion of a mutual trust between the profession and the larger public that necessitates responding to societal needs for health and wellness," 6 in the health professions is rooted in the concept of social justice. Social justice within a health care setting can be defined as "the fair, equitable, and appropriate distribution" of health care resources. 11 Furthermore, social justice focuses on "limiting social inequality on health outcomes." 12 The American Medical Association (AMA) exhorts that physicians "advocate for the social, economic, educational, and political changes that ameliorate suffering and contribute to human well-being." 13 Likewise, the American Academy of Pediatrics (AAP) states that its organization "was founded by pediatricians to help ensure that patient advocacy remains a priority for the profession." 14 It is consistent with other learned health professions that the physical therapy profession must also be socially responsible and advocate for the social, economic, political, and other non-direct health care means to improve the human condition. An individual physical therapist may work toward social justice by promoting health behaviors and advocating for change in conditions that would reduce health inequalities among local and national groups of people.
Physician and social activist Rudolph Virchow has said that the medical profession exists not just as a way to make a living but to "ensure the health of the community." 15 He further stated that to really accomplish this task, "medicine must intervene in political and social life." 15 The same can be said about physical therapy as a profession. Physical therapists must practice and be committed to the improvement of their individual patients while at the same time recognizing that they also must have an impact on the overall health of the population. Physical therapists and their patients are part of an even larger population when we consider the role physical therapy has in global health. A recent meeting in February 2017 at the World Health Organization (WHO) headquarters led to a publication titled "Rehabilitation 2030," which identified a substantial and ever-increasing unmet need for rehabilitation in many parts of the world due to a rising prevalence of noncommunicable diseases, injuries, and an ageing population. 16 Physical therapists and other rehabilitation professionals will play an ever-increasing role in improving the lives of individuals by optimizing their movement and thus affecting or transforming society. Because of this newly recognized and valued need physical, therapists will be obligated to work to improve the access to their care as an economic, medical, practical, and justice issue. The individual practitioner can continue to be focused on his/her/ their patient right in front of him/her/ them while also being a steward of society and improving the health of populations through social justice by assuring access to essential rehabilitation services that are included in the Affordable Care Act (ACA). 17 In his 1984 book, Paul Starr used the term social contract to describe medicine's relationship to society, stating that it was being renegotiated to cope with the complexities of both modern medicine and contemporary society. 18 Society has granted physicians status, respect, autonomy in practice, the privilege of self-regulation, and financial rewards on the expectation that physicians would be competent, altruistic, moral, and would address the health care needs of individual patients and society. 19 This can all be applied to the profession of physical therapy, as it is now a doctoring profession and moving toward universal recognition of that status.
Professional organizations are also expected to demonstrate altruism, putting the interests of society above their own. 20 This expectation has been increasingly evident as discussion from the APTA HOD includes more externally altruistic motions that are focused on the effect on society rather than just the effect on the physical therapy profession. This is included in the social contract discussed by Starr and included in more recent articles and definitions of physicians and other health care providers' role in society. [21] [22] [23] Altruism is a central component of the social contract.
Though measurement of physical therapist professional behaviors has been limited, the Professionalism in Physical Therapy Core Values Self-Assessment (PTCVSA) is one available self-assessment measurement tool. 6 While the PTCVSA tool is currently being used to assess the frequencies of the performance of professionalism sample behaviors, the psychometric measurement qualities of the PTCVSA tool, including construct validity, have yet to be established. Excellent internal consistency reliability has been reported for the Social Responsibility sample behaviors in a group of physical therapists with international service experience. 24 Additionally, Denton et al 25 reported excellent internal consistency reliability of a 14-item subset including the 12 Social Responsibility items plus 2 Altruism items in a group of DPT students. The results of the Denton study represented an initial validation of a proposed subtool of the PTCVSA, the Societal Outreach Scale (SOS), a 14-item, 2-factor instrument. An exploratory factor analysis (EFA) was performed on these 14 items. The analysis supported further study of a 14-item subtool assessing "Societal Outreach," with two constructs: Social Responsibility and Altruism. Given that results from a small sample of students may not translate to physical therapists in general, the initial validation needed to be followed with further validation in a larger, representative sample of licensed physical therapists.
Importance of Instrument Validity
Instruments used for measurement should produce reliable and valid results when correctly administered with an appropriate sample of participants. Internal consistency reliability as measured by the Cronbach alpha indicates "the degree to which responses are consistent across the items within a single measure." 26(p59) Though reliability is a necessary component of validity, it is not sufficient. After assessing reliability, construct validity can be evaluated using factor analysis techniques. 27 The goals of factor analysis are "to summarize patterns of correlations among observed variables, to reduce a large number of observed variables to a smaller number of factors, to provide an operational definition (a regression equation) for an underlying process by using the observed variables, or to test a theory about the nature of underlying variables." 27(pp612-613) In essence, assessment of reliability and validity provides evidence that an instrument produces consistent results that measure what the instrument purports to measure. Without an assessment of reliability and validity of an instrument, it is unknown if the instrument provides meaningful measures. Determining instrument validity is a necessary precursor to use of the measurement instrument.
Importance of Factor Structure
Since the 2-factor structure of the initial 14-item SOS is drawn from the structure of the 68-item PTCVSA instrument which has not been validated, the factor structure and the reliability and validity of the SOS have not been fully explored. There are potential limitations associated with the SOS's 2-factor structure. The factors in the preliminary 2-factor structure (Social Responsibility and 2 Selected Altruism items) may be too broadly defined. Rather than relying on the factor structure and construct names initially proposed by the committee that developed the 68-item instrument, the structure and psychometric properties of the SOS should be established through a formal process. Demonstrating the construct validity of the SOS as administered to a broad population of practicing physical therapists will provide evidence of the utility of the SOS.
Study Purpose
A formal review of the construct validity of the instrument as applied to practicing physical therapists has not been conducted. The purpose of this study is to characterize the validity of the 14-item SOS for measurement when the instrument is administered to practicing physical therapists.
Methods

Instrument
The 14-item SOS (Tab. 1) was crafted as a subset of the 64-item PTCVSA instrument. Items 1 and 2 were selected from a factor (ie, construct) named Altruism by the developers of the PTCVSA. Items 3 through 14 were selected from the factor named Social Responsibility. An EFA of the SOS when used with a group of physical therapy students at a single university indicated that the 2-factor structure (Altruism, Social Responsibility) was appropriate. 25 Though the 14 items in the SOS broadly relate to societal outreach, the actual factor structure of SOS has not been established with practicing physical therapists.
Sample Data Collection
The proposed study to validate the SOS with a group of physical therapists was approved by the Institutional Review Board of the University of the Incarnate Word. Data collection was conducted via email using SurveyMonkey. Every US state licensing board was contacted to request a list of email addresses for all physical therapists licensed to practice in each state. The states (CT, FL, NM, NC, OH, OR, RI, TX, UT, WY) were selected based on whether email addresses were available, permission for use was granted, and to assure a broad representation based upon geography and scope of state practice act. An email requesting participation was sent to each physical therapist with a valid email address by state in fall 2015, with a follow-up request sent to non-responders about 2 weeks after the initial request. Informed consent was obtained with the first question of the survey. Participants were asked to respond to the 14 items comprising the SOS as well as 16 additional demographic and practice-related items. Responses were collected by state, then merged to form a set of responses from all states. Participants who responded to all 14 items in the SOS were retained for analysis in this study. Participants who did not provide a response to any of the 14 items in the SOS were excluded from analysis. Table 2 provides the number of responses and response rates by state. Sample characteristics of respondents are provided in Table 3 .
Data Analysis
To determine the factor structure of the SOS for use with physical therapists, an EFA using maximum likelihood extraction was conducted with MPlus (Version 7.4, Los Angeles, CA). The EFA process, based upon statistical metrics and theory, provides the means to determine how many factors comprise the SOS and which items group together to form each factor. In a practical sense, EFA (a statistical process) was conducted to determine how many distinct qualities or characteristics of physical therapists are measured by the 14-item instrument. Since several items (questions) may collectively measure one characteristic of physical therapists, the EFA is a process to identify which items combine to measure distinct characteristics.
In EFA, one seeks "to describe and summarize data by grouping together variables that are correlated." 26 Items are grouped together to form factors which are known as latent (unobserved) variables. The process entails exploring models with different factors to determine which of the models best reflects the correlation of the response data. "Large datasets that consist of several variables can be reduced by observing 'groups' of variables (ie, factors)-that is, factor analysis assembles common variables into descriptive categories. It is easier to focus on some key factors rather than having to consider too many variables that may be trivial, and so factor analysis is useful for placing variables into meaningful categories." 27 Based upon goodness-of-fit indices, item loadings, correlations and other statistical considerations described in the following paragraph, EFA provides a process to assess the validity and reliability of the instrument being evaluated. For a more detailed description of EFA, the reader is referred to works authored by Yong and Pearce 28 or Tabachnick and Fidell. 27 The Kaiser criterion (eg, number of eigenvalues > 1) guided the determination of the number of factors comprising the SOS, though several nested models were evaluated. 27 Since the factors within the SOS may be correlated, an oblique rotation (Geomin) was used for interpreting the factor structure. The pattern matrix from the rotated model was used to assess the contribution of each factor to the variance in the SOS items. 27 Goodness of fit of the model was evaluated based upon a variety of fit indices. Goodness-of-fit indicators include standardized root mean squared residual (SRMR ≤ 0.08), comparative fit index (CFI ≥ 0.95), and root mean square error of approximation (RMSEA ≤ 0.06). 29 Factor correlations were calculated to determine the association of factors, with correlations of < 0.85 desired. 30 Following the final model specification, the Cronbach alpha was calculated to assess internal consistency reliability of within-factor items.
Role of the Funding Source
Funding for this project was provided through an intramural Faculty Endowment Research Award grant offered through the University of the Incarnate Word, which had no role in the conduct of the study.
Results
EFA was conducted with alternative models consisting of 1, 2, and 3 factors (Tab. 4). The analyses indicated that 3 eigenvalues exceeded 1, suggesting that a 3-factor model was appropriate per the Kaiser criterion. Additionally, Chi Square difference tests indicated that the 3-factor model was preferable to the 1-and 2-factor models. For brevity, only the results for the 3-factor model are described.
Mapping of factors to items for the 3-factor model is provided in Table 5 . High loadings (indicated in bold in Tab. 5) are used to associate factors with items. For example, Factor A in Table  4 is associated with Items 3-6. Based upon the review of items within each factor, the 3 factors (A, B, C) were renamed Societal-Level Health Advocacy, Community Engagement/Social Integration, and Political Engagement. Goodness of fit of the 3-factor model was clearly established. For the model, SRMR = 0.03 was well below 0.08. CFI = 0.96 exceeded the minimum The 3-factor model met all goodness-of-fit criteria and item loadings were all statistically significant. These findings serve to establish the construct validity of the 3-factor SOS, though validity may be enhanced if items with low loadings or communalities are revised or removed from the instrument. Factor correlations provided evidence of discriminate validity. Additionally, factor and instrument reliability was demonstrated. The findings support the use of the 3-factor SOS with practicing physical therapists.
Discussion
The current EFA of the SOS in practicing physical therapists supports 3 factors to describe the societal outreach behaviors in practicing physical therapists. While Denton et al 25 demonstrated the validity of a 2-factor SOS in students, our findings suggest that 3 separate constructs may explain relationships between SOS items associated with societal outreach behaviors in practicing physical therapists. As noted in Table 1 , one factor consists of 4 items (3-6), one factor consists of 8 items (1, 2, 8, (10) (11) (12) (13) (14) , and one factor consists of 2 items (7, 9). These grouped items represent 3 coherent thematic constructs or ideas. Accordingly, the 3 proposed factor names have been assigned to reflect the behavioral outcome intent of the subset item questions and include: Societal Level Health Advocacy, Community Engagement/Social Integration, and Political Engagement. The Societal Level Health Advocacy items reflect those advocacy and health promotion behaviors that target society as a whole, the larger public, and broad social health policy. The Community Engagement/Social Integration items describe actions at the local level or societal health actions one might perform within the context of regular practice tasks or local community involvement. The Political Engagement items are 2 actions that are specifically related to political or legal advocacy actions that predominantly have to be performed outside of the typical physical therapist's normal tasks.
Each of the 3 factors requires specific therapist knowledge, skills, expertise, connections, confidence, and opportunities to perform. Therefore, reported behaviors may vary greatly from individual respondent to respondent. A given physical therapist may not have the skill set, comfort, or available networks to perform each of the 3 societal outreach behaviors. The 3-factor SOS structure may help both students and practicing physical therapist professionals better tailor specific self-assessment and professional growth plans.
Social Responsibility appears to consist of 3 different constructs of behaviors. Additionally, the Altruism item of serving the underserved clients appears to be closely related to the Social Responsibility sample indicators included in the Community Engagement/Social Integration construct. The provision of pro-bono services did not load as strongly to the factors and may need to be considered as a separate behavior.
On an individual level, the proposed SOS provides a more precise self-assessment practice tool indicating which Social Responsibility behaviors one most often performs. An individual can then reflect on how each construct relates to the individual or corporate mission as a physical therapist or as a company. In their qualitative description of the integration of core values, McGinnis et al 10 detail barriers to Social Responsibility and selected Altruism behaviors reported by a sample of physical therapists. Described barriers included "time constraints," "not knowing what to do," or poor awareness of the specific behavioral indicators. Additionally, the authors report that some physical therapists "did not view the sample behaviors as their individual responsibility." The SOS can potentially provide a more precise framework for these discussions at the individual, organizational, or even 34 The remaining 80% of health outcomes are related to socioeconomic factors, the physical environment, and health behaviors. 34 To effectively influence the remaining 80% of health outcomes, individual practitioners are charged to promote and influence policy that positively influences the health and wellness of their patients and clients both at the local and societal level. Individual physical therapists may collaborate with other health professionals, schools, community groups, and non-profit organizations on projects such as educating the public on healthy behaviors and advocating for changes in social and environmental conditions that may be barriers to healthy lifestyles. 34 The SOS may help individual physical therapists appropriately recognize and attribute their efforts and opportunities as community and societal outreach professional behaviors. Additionally, information gleaned from the SOS may prompt an individual or organization to seek out and better integrate professional networks and resources.
Limitations
Limitations of the study include the challenge of establishing validity and context for an SOS subset tool originally intended to be delivered in the context of a larger, yet unvalidated instrument. The construct validity has not been assessed for the entire PTCV-SA tool. Poor understanding of dense social policy concepts may have also impacted respondent responses and therefore study results. Clinicians may struggle to identify how their practice behaviors match the desired professionalism indicators based on survey instrument wording. The tool may benefit from the inclusion of sample behaviors for each item. Additionally, the authors' assignment of the 3 proposed factor names may not appropriately communicate the behavioral outcome intent of the subset item questions.
Although the response rate was low, the EFA of the SOS was conducted with a large number of physical therapists from 10 states in the United States, thereby contributing to the external validity of the instrument. However, the sample may not be representative of all physical therapists, and the findings may not generalize to physical therapists practicing in unrepresented states.
There are research opportunities for revising the instrument to strengthen its validity. A confirmatory factor analysis is desirable to further validate the tool. Future refinement of the instrument may entail revision or deletion of items with relatively low loadings (Tab. 5).
Given that the Item 1 loading was well below the 0.40 threshold, a more detailed follow-on evaluation of pro-bono service provided by physical therapists may provide insight specifically regarding its use within the Community Engagement factor. To determine temporal stability of the instrument, test-retest analyses may provide additional measures of reliability. Future research focused on refinement and testing of the SOS may lead to development of a more robust instrument with enhanced validity and reliability.
Conclusion
This study entailed conducting an EFA of the 14-item SOS based upon responses from a sample of 2612 practicing physical therapists from 10 states within the United States. The focus of the study was to characterize the validity and 
